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WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

B or nix S 4 o mSTANDARD CERTIFICATE OF DEATH IR 743 X )

LED DEG

/

RezlstraﬂoEDIstrlct No... # o Primary Registration District No., 30 tzvé. ...... Registrar’s No, 3 / 7

1. PLACE OF DEATH:
() County. JACKSON
(¥ City or tuwn.._lN DEPENDENCE

(If outside city or town limits, write “"RURAL” and neme of township}
{¢) Name of hospn.al or institution:

2. USUAL RESIDENCE OF DECEASED: r
@ sate._ MISSQURI ®) County_ SACKSON 7
{¢} Cityor t.own.._.'I..N DEPENDENCE “

(If outside city or town limita, write "RURAL’™) ¥

820 ¥.LEXINGTON / 820 ¥W,LEXINGTON
" - LR e ; i e sn e {d) Street No L]
{If not in hoapital or write street aor / {If raral, give location)
(d) Length of stay: In hospital or institution c NO -
(Specify whather (e) Citizen of forelgn cotintry? (Yes or No)
In this community ABQOUT L}O YSARS i
yeats, months or days) ) If yes, name country. i
MEDICAL CERTIFICATION "
3.6 PRINT  AMANDA M, JOLLEY
- 20. DATE OF DEATH: Month L1 day... 20
3, (¥ If veteran, 3. (¢) Social Security
. NO NO year. _.19_4.‘!.4__.........._______!10nr mintte M.
name war. No
‘ 21. I hereby certify that I attended the deceased from
5. Color or 6. (a) Single, widowed, martied, /1 Q. 5 YiarS 2.7 ot
\ : / 19 . to 194£4
s s FEMALE e WHITE | 77 " WIDOWED 7 , , 7
. | l i || that T last saw ho- }1/' _____ aliveon_ Y anld_ 2 . (n ' 19“%(‘2 d
6. (b} Name of husband osemife....................... 6. (¢) Age of husband or wife if || @nd that death occurred on the date and hour stated above. [ Drati
WILLIAM C, JOLLEY allve oo Immediate cause of death -~ uratton
g
7. Birth date of d a 12 13 1 852 -Cﬂ-—uufa/a.,Q_,fﬁ.‘_.._ ,391-7,,
(Month) (Day) {Year)
8. AGE: Years Months Days if leas than one day Due IOG‘M,ATC-:QMW “,_Q&‘m
31 1t | %
hr., min, D
e to 'Y
T
9. Birthplace. NEY_WASHINGTON OHIO
(City, town, or county) (State or foreign conotry) f) r
. & PR Oth diti
10. Usual occupation HOUSEKEE PER (}n:l:x(ifnmmn ommy within 3 months of death) ? o
11, Industry or businegs NONE Yy PHYSICIAN
Major findings:
§ 12. Name. YOLNEY FOWERS 51 Sperations.. Vv o
V nderline
&= 1 13, Birthptace. NQ RECORD "i ?ﬁ&ﬁ;ﬁi’.
it o, r) (Stats or foecign country)
a{ 14. M:ﬂden name. w‘f m‘m 0‘. of tutopey s.houigg:ba?
& , NO_RECORD ~ . tsticolly.
o 15. Rirthplace PR
3 " ity vawen o oonaty) (Btate o fotion oogaren) 22. If death was due to external catses, fill in the {ollowing:
16. (&) Informant HeENRY 9, STAHL el - {a) Accldent, suiclde, or homicide (specily)
& Address.. OS5 W, MAPLE AVE, - ! (8) Date of occurrence
17. (@ BURIAL (%) Date thereof {¢) Where did injury occur?. ity ariowe T

{Barial, cremation, or removal)

(Mocaoth) (Dsy)
()

(&) Place: burial or cremat:oa o #

18. (s) Signature of funeral directiw f,
Address. 015 ¥, MAPLSE AVE,

19. (a) %25" ¥ W

roceived local registrar)

{Registrar' s signatore) i

(Stata)
(d) Did injury occur [n or about home, on farm, in industrial place, in public place?

N - - (Specily type of place) L
While at work? ' (¢) Means of injury ...

AéuﬁM AA f’ (M. D. okathark

Address.. ... _LLAMEA / P . ", N Date signed. M/AL%‘,

/ , b 5 (Licensed Embalmer's Statement on Reverse Side) i




N I R

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, onsbe..

... Registered Apprentice No........

working under my personal supervision.

-
1 ey

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply with
the above constitutes grounds for revocation of license.) ' . .

If this body is not embalmed, fact should be so stated above.

P




